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Abstract
Background: The brain controls how the body moves by sending small electrical signals along the nerves to the muscles. Seizures occur when abnormal 
signs in the brain change the way the body works.  Seizures vary from person to person. Some people only have light handshakes and do not lose 
consciousness. Other people may become unconscious and experience violent whole body trembling.  The article focuses on the cases of the seizure, 
order and behavior during and after the epileptic crisis, the child’s febrile convulsions and recommendations.
Conclusions:  Our knowledge about the causes of epileptic seizures increases the chance of preventing them.  Correct actions in the crisis, follow-up of 
the crisis particularity minimize the risk of traumatization and ensures correct therapy of the pathology that causes the crisis.  Correct treatment and 
cognition of contraindications reduce syncope repetition.  Correct informing people about the crises particularities allows understanding the seriousness 
of the consequences of a crisis.
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Introduction
The brain controls how the body moves by sending small 
electrical signals along the nerves to the muscles. Seizures 
occur when abnormal signs in the brain change the way the 
body works [1].
Seizures vary from person to person. Some people only 
have light handshakes and do not lose consciousness. Other 
people may become unconscious and experience violent 
whole body trembling [2].
Body shakes, both, mild and violent, do not always oc-
cur in seizures. Some patients who have crises lose briefly 
contact with the environment and look at a fixed point. Al-
though the person is awake, he does not normally respond 
to what’s happening around him. After the crisis, the patient 
does not remember the episode. Not every tremor of the 
body is caused by seizures. Many medical conditions can 
cause a type of body trembling that usually affects your 
hands and head (tremors) [3-5].
A small number of patients will have only one life-
threatening seizure. A single crisis usually takes less than 3 
minutes and is not followed by a second crisis. Any normal 
healthy person may have a single crisis under certain condi-
tions. A heavy head blow may trigger such a seizure. A crisis 
does not always mean that there is a serious health problem 
[6-8].
The patient who has a first seizure should consult a psy-
chiatrist. It is important to remove from diagnosis severe 
conditions that can cause seizures. Febrile seizures are the 
most common causes of single seizures, especially in child-
hood [9-11].
Causes of seizures
Epilepsy is a central nervous system disorder that can 
cause seizures. It may appear at any age. A seizure may be a 
symptom of another condition such as:
• A cerebral tumor or a structural defect of the brain, 
such as a cerebral aneurysm;
• An extremely low blood sugar level in a diabetic pa-
tient;
• An infection such as meningitis or encephalitis;
• Cerebral surgery or a craniocerebral trauma;
• Fast-growing fever (febrile seizure);
• Giving up alcohol;
• Parasitic infections such as toxoplasmosis;
• Prescribed drugs or illegal drugs;
• Problems that have been present since birth (congeni-
tal problems) [12-14].
Eclampsia is a pregnancy-related seizure that is usually 
caused by high blood pressure. It is a dangerous situation for 
the mother and the fetus during the convulsion, the intake 
of oxygen in the fetus decreases very drastically. Eclampsia 
occurs most often after the 20th week of pregnancy [15-17].
Non-epileptic convulsions, also called pseudocrises, are 
a condition that can cause seizure-like activity [18].
Non-epileptic seizures are characterized by the loss or 
alteration of physical functions without the presence of a 
central nervous system problem. This loss or change results 
in periods of physical activity and inactivity that resemble 
epileptic seizures [19, 20].
These types of crises usually relate to mental health 
problems. Physical symptoms can be caused by emotional 
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conflicts or stress. Symptoms usually occur suddenly in 
times of extreme emotional stress. Regardless of the seizure 
causes, various measures can be taken to protect the patient 
during convulsions and to get specialized help after the epi-
sode [21-23].
During the crisis:
• Guide the person to stretch on the floor;
• Human bites may also occur;
• If the patient has a convulsion and is on the floor, it is 
good to put something soft under his head;
• If the patient sheds it is better to turn him on one side;
• It is advisable not to try to keep the patient on the floor 
or move him;
• It is good for the person who helps the patient to be 
careful about the way the crisis manifests itself so that 
he can describe it to the medical staff;
• Keeping calm;
• Moving furniture and objects that can injure the pa-
tient during a crisis;
• Placement of an object in the patient’s mouth may re-
sult in additional injuries, such as tooth pricking and 
mandible fracture;
• Protecting the person from the impact;
• Turning the patient to one side, mouth down, unless 
the person opposes mobilization;
• Trying to keep the person from falling [24, 25].
After the crisis:
• The patient should not drive, swim, climb, until he or 
she consults a physician;
• Checking if the person has struck during the seizure;
• If the patient can not be turned back during the crisis, 
this can be done after the seizure, when the patient is 
more relaxed;
• If the patient has breathing problems, fingers can be 
used to release the saliva from the airways;
• Most patients are sleepy or confused after a convulsion;
• Providing a safe area where the patient can relax;
• The patient must be accompanied until he becomes 
fully aware of the environment;
• The patient should not drink or eat until he is fully 
awake and conscious;
• Widening too tight garments from the neck or the 
middle [26-28].
The help given to a person during an epileptic seizure:
An epileptic seizure or seizure crisis can be scary. A con-
vulsive crisis temporarily interferes with muscle control, 
movement, speech, vision or consciousness. It can cause 
violent shaking of a person’s whole body for seconds or min-
utes, accompanied by loss of consciousness [29, 30].
Convulsions can be mild or severe and affect patients 
differently. Even if people feel helpless when they are near a 
sick person who has seizures and is difficult to look at, there 
are many things that can help [31, 32].
Help granted during seizures:
• Do not insert anything, including fingers, into the pa-
tient’s mouth;
• Do not try to keep the patient lying down;
• Inserting a material into the patient’s mouth with epi-
lepsy can be harmful;
• Move away furniture or other objects that could harm 
the person during the crisis;
• Protect from falls if possible;
• Turn the patient to one side, with his mouth down, 
only if he can be moved;
• Try to protect the person from injuries [33-35].
After a convulsive crisis:
• Examine whether the patient has suffered injuries;
• If the patient can not turn to one side during convul-
sions help him to do this after the crisis is over when 
the patient is more relaxed;
• If the patient has dyspnea, clean the mouth;
• Choose a safe area where the patient can sit;
• Do not offer anything to eat or drink;
• A person who has just experienced a seizure is often 
confused for a short time after the crisis;
• To oversee the patient until he / she is aware and famil-
iar with the surroundings.
Things to follow during a seizure
Try to remember and remind the doctor:
• The way the patient’s body moves;
• Seizure duration;
• The patient’s behavior before the crisis;
• The patient’s behavior mode immediately after convul-
sions;
• If the person has suffered an injury during the seizure;
• Call for medical help [36-39].
Seizures do not always require urgent medical atten-
tion. However, call for emergency services immediately if:
• The person experiencing a seizure has a breathing stop 
(apnea) for more than 30 seconds;
• The seizure has duration longer than 5 minutes (the 
patient may experience a life-threatening condition 
due to prolonged convulsions called epileptic status);
• More than one convulsive crisis occurs within one 
hour;
• The person who has a seizure does not normally re-
act one hour after seizures or has any of the following 
symptoms:
• The patient is not completely awake;
• Confusion;
• Nausea or vomiting;
• Dizziness;
• Inability to walk or sit;
• Fever;
• Seizures occur after the patient complains of sudden 
headache;
• Seizures occur after signs of vascular accident as a dis-
order;
• Speech dyslexia;
• Understanding of speech presents some difficulty;
• Visual disturbances;
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• Inability to move different body segments to one side 
(apraxies);
• Seizures occur after a lesion in the cephalic extremity;
• A pregnant woman who has seizures;
• It may be a sign of preeclampsia (pregnancy toxemia, 
manifested by increased blood pressure);
• A person with diabetes has seizures: low blood sugar 
level (hypoglycaemia) or high blood sugar level (hy-
perglycemia) can cause seizures in a diabetic patient;
• Seizures have occurred after drug use [40-45].
The child’s febrile convulsions
Convulsion is a short period of time when the child may 
become unconscious and has muscle spasms in various ar-
eas of the body.
The febrile convulsions are caused by high fever. Fever 
can be due to an infection (a respiratory viral infection). 
If the seizures occur, a psychiatrist should be consulted to 
determine their causes. Febrile convulsions are not signs of 
epilepsy.
However, patients with epilepsy are most susceptible to 
febrile seizures [46-48].
What happens during convulsions?
Febrile convulsions duration is less than 5 minutes, but 
may extend for up to 15 minutes and may be accompanied 
by the following reactions:
• After the seizures, the child may be indisposed or tired.
• Can lose control of the urinary and anal sphincter.
• May occur changes in the eyes position.
• During convulsions, the baby’s hands and feet are spas-
modic, convulsive (muscle spasms, contractions).
• They may lose consciousness.
At what age febrile seizures can appear
They usually appear between the ages of 6 months to 5 
years. The highest incidence is at the age of 12 to 18 months. 
The febrile convulsions disappear after the age of 5 to 6 years.
Children of parents with a history of febrile seizures 
have a higher risk of developing them.
What can we do when febrile convulsions occur?
Fearful convulsions usually scare parents, but they are 
harmless to the child. There are two important things to do:
• We need to make sure that the baby breathes.
• We need to be careful so that the child is not injured 
during convulsions [49-52].
Recommendations
Parents should remain calm and ensure that the child’s 
breathing is normal. Bending the lips is a sign that he does 
not breathe. If the child stops breathing, an ambulance ser-
vice must be called quickly. Ideally, parents should know the 
cardio-respiration technique and while waiting for the am-
bulance try to restore the child’s breath. If the child breathes, 
he is better to be placed on the floor or on the ground, so as 
not to fall during convulsions [45, 53].
The child should be set to the side to avoid choking (he 
can suffocate by blocking the airways from the base of the 
tongue). All objects that may cause injury during the con-
vulsion (chairs, tables) must be removed farther. He must 
not be immobilized or interfere in any way with the move-
ments of his body. It is forbidden to place any object or sub-
stance (drugs, water) in the child’s mouth, to avoid breath-
ing difficulties. After the seizures, the baby will be very tired 
and will fall asleep. This is normal. You do not have to wake 
up the child or give him/her something to drink or eat while 
he/she is sleeping. Medical staff will recommend decreasing 
the baby’s temperature [35, 54-56].
Conclusions
1.  Knowledge of the causes of epileptic seizures increas-
es the chance of preventing them.
2.  Correct actions in the crisis, follow-up of the particu-
larity of a crisis, minimize the risk of traumatization and 
correct therapy of the pathology that causes the crisis.
3.  Correct treatment and cognition of contraindications 
reduce syncope repetition.
4.  Correct informing people about the crises particu-
larities allows understanding the seriousness of the conse-
quences of a crisis.
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